Antibiotics and respiratory illness in general practice: prescribing policy and work load Twenty-five million prescriptions for antibiotics are written by general practitioners annually for new episodes of respiratory illness.' Apart from the treatment of relevant morbidity the belief remains that withholding antibiotics creates extra subsequent work, particularly work "out-of-hours." This retrospective study examines the relationship between antibiotic prescribing policy on new respiratory illness and consulting patterns in a group practice.
Patients, methods, and results
The practice was a three-partner one caring for some 6000 city patients. A fourth doctor worked in the practice on a regular part-time basis and a trainee was employed. The following three groups of patients, all registered continuously with the practice since birth, were studied: (1) all 50 born in 1970, (2) all 60 born in 1960, (3) all 43 born in 1950 and 1951. The study covered the seven years 1970-6. For each consultation for a new respiratory symptom a note was made of the doctor consulting, any antibiotic prescribed, and any further consultation within two weeks and what was then prescribed. "Failure" of treatment was defined as the prescription of either an antibiotic within two weeks of a new consultation at which no antibiotic had been prescribed or a change of antibiotic for a patient who had received an antibiotic at a new respiratory consultation within the previous two weeks.
Out of 856 new respiratory consultations antibiotics were prescribed at 639 (75 I): 53 "failures" of treatment were noted, an incidence of 6 ".,. Tohe "failure" rate was the same for all doctors working in the practice although the antibiotic prescribing policies ranged widely from 48 ", to 88 (" (table) . (1), and in the 20-26 age group 120:102 (an excess of 18 ,,). The overall expected figure of 650 consultations was exceeded by 31 at a total of 856 consultations.
Comment
Only limited conclusions may be drawn from a retrospective study of even good practice records. The apparent discrepancy in the amount of work attributed to the three partners is explained thus: partner one sees more elderly patients; partner two consults faster than his colleagues and sees more patients overall; partner three joined the practice three years after the start of the study period (there is no evidence that his prescribing to very young infants was different from his overall prescribing policy for young children). A policy of high antibiotic prescribing apparently does not reduce the number of patients seeking further consultation and change of treatment in the acute phase of the illness. An overall policy of prescribing antibiotics to three patients out of four with new respiratory illness (three out of five is the area average:') apparently creates more follow-up work attributable to changing antibiotics than to having to initiate them. Trainees seem less able to prescribe effectively to children (or to "sell" their initial management policy to the parents) than are more experienced doctors. An above average practice antibiotic prescribing frequency appears to be associated with an above average respiratory illness consultation rate. The absence of any support for the belief that prescribing antibiotics on a large scale saves work may, in conjunction with other recent work,4 o encourage doctors to make the initial move towards educating and away from prescribing that should eventually snowball to the benefit of doctor, patient, and society.
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